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Our nation’s recent controversy 
over health care reform has evoked 
emotional responses and a host of 
opinions. With so many factors to 
consider, the answers seem confusing  
at best and nonexistent at worst.
Seeing the health care debate from  
a biblical perspective requires us to 
evaluate our priorities and viewpoints 
and learn from those who bring valuable 
insight to complicated issues. A balanced 
perspective — one informed by both 
reliable evidence and biblical teaching 
— is not easy to attain. It requires  
critical thinking, humble dialogue,  
and prayerful consideration. However, 
our responsibility as American citizens 
and followers of Christ demands our 
active involvement in this process. 
This issue of Torch provides various 
lenses from which to examine the health 
care debate. Faculty members at 
Cedarville University provide well-
informed perspectives to help guide  
our thinking. We’ll hear from a doctor, 
history professor, pharmacist, nurse, 
philosopher, and political scientist.  
One of our own graduates — a health 
policy advisor on Capitol Hill — helps  
us understand the health care reform  
bill and how it will affect our nation.
Although you may not agree with 
everything you read, I trust you will 
recognize our commitment to analyzing 
all things through the light of Scripture. 
Our goal is not to provide cut-and-dried 
answers. Rather, we seek to make sense 
of the complexity, respond to important 
questions, and consider various 
perspectives from which to wrestle  
with this topic.
As you explore this issue of Torch, 
may you be informed by the content and 
encouraged by the opportunities. More 
importantly, may we be challenged to 
think and live more like Christ as we 
engage these complicated issues from a 
biblical worldview.
William E. Brown, Ph.D.
President of Cedarville University
Examining Health Care
Making Sense of Today’s Critical Issues From a Biblical Perspective
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Jesus was a crowd favorite in the early days of His ministry — but not because of  His teaching and preaching. His miracles 
captured the attention of multitudes, 
particularly His acts of healing: “And when the 
men of that place recognized Jesus, they sent 
word to all the surrounding country. People 
brought all their sick to Him and begged Him 
to let the sick just touch the edge of His cloak, 
and all who touched Him were healed” (Matt. 
14:34–36). And when they discovered that 
sometimes lunch was provided, Jesus quickly 
became a superstar.
We are no different. Americans are obsessed 
with the physical world and sensual pleasure, 
particularly in the area of our physical health. 
We are passionate about exercising and eating 
right. We expect “the norm” to be healthy,  
pain-free, disease-free lives. We never go to the 
doctor and ask why we feel so good or why our 
hearts are working so well. We assume that is 
the way our bodies are supposed to work.
The Fight for 
 Our Lives
by William E. Brown, Ph.D.
The battle for physical wellness and better health care consumes our 
focus and energy. But victory doesn’t lie in man-made systems.
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Anything that gets in the way of our 
unmitigated contentment is an adversary and  
a danger. So we work to “defeat” cancer and 
“conquer” diabetes. We “fight” diseases as if 
they were foreign armies seeking to destroy us.
But it is only a matter of time. We eventually 
lose the battle, at least in the short run. This is  
a fallen world. Things rot and rust and decay 
and die. This is not the land of the living; this  
is the land of the dying.
Into this broken world Jesus came 
preaching, teaching, and healing. Rather than 
describing three separate activities, these 
actions comprise a seamless fabric of divine 
intervention. His preaching proclaimed that 
God was breaking into our dying world. His 
teaching described how we are to live in the 
reality of God’s presence. His healing ministry 
served as tangible evidence of the truth of  
His words. The kingdom of God was at hand. 
Death, disease, and tears cannot coincide  
with it, and they will disappear.
God’s Intervention
All healing comes from God as He intervenes  
in our lives. His creation of the body’s healing 
systems allows health care professionals to  
work with the body to overcome disease and 
prevent suffering. Thus, caring for health 
becomes a divine act that cooperates with  
God’s healing. Though always temporary, 
physical healing represents a reversal of the 
effects of the Fall.
Furthermore, Scripture frequently uses the 
concept of physical health as a metaphor to 
describe spiritual redemption. In explaining the 
power of Christ’s death, the apostle Peter writes, 
“He himself bore our sins in His body on the 
tree, so that we might die to sins and live for 
righteousness; by His wounds you have been 
healed” (1 Peter 2:24). Health is also used to 
explain how humility and righteousness bring 
restoration: “Do not be wise in your own eyes; 
fear the Lord and shun evil. This will bring 
health to your body and nourishment to your 
bones” (Prov. 3:7–8).
Personal Ministry
Jesus cared deeply for people and was burdened 
by their suffering. When He healed, He directed 
His audience’s attention to God. In many ways, 
health care is a continuation of Jesus’ ministry. 
For the early church, “gifts of healing” were 
among the miraculous gifts provided by the 
Holy Spirit (1 Cor. 12:9). And for us today, 
medicines, treatments, and technological 
innovations provide “miraculous” healings  
by first-century standards.
But our world is still fallen, and we never 
ultimately win the battle for perfect health 
outside of the new creation provided by the 
sacrifice of Christ. When people need health 
care, they are reminded of their physical 
mortality and helplessness. The opportunities 
for ministry are incredible, as health care 
providers meet people at their most vulnerable 
and fearful states. They must be equipped to 
answer questions, provide hope, and genuinely 
care for individuals, treating them as image-
bearers of God rather than as broken machines 
in need of repair.
Disease and pain remind us every day that 
something is wrong, not only in our bodies  
but also in the world. C.S. Lewis calls suffering 
“God’s megaphone.” The Almighty whispers in 
our pleasures but shouts in our pain. Those who 
serve God in health care have the opportunity 
not only to heal the body but also to direct  
the mind and heart to the Great Healer who 
“forgives all your sins and heals all your 
diseases” (Psalm 103:3).
In the battle for our lives, He is the only  
one who can save us. 
Dr. Bill Brown became president of 
Cedarville University in June 2003.  
A graduate of the University of South 
Florida, Brown holds a Th.M. and  
Ph.D. from Dallas Theological Seminary. 
As a nationally recognized worldview 
expert, he has authored three worldview-
related books and is the executive 
producer of the worldview study re:View 
(www.re-films.com).
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The 
Missing 
Peace
by Dennis M. Sullivan, M.D.
Ask someone about health care, and you are almost certain to receive a passionate response. We’ve created a 
national tug-of-war as we debate one of the 
most divisive issues in our modern public 
discourse. And the new health care reform bill 
has only intensified the conversations. Since we 
often discuss political solutions without really 
understanding the problems, it would benefit  
us to define some ethical concerns about our 
health care system.
First, the good news: our modern system of 
physicians and hospitals stands as one of the 
most sophisticated in the world. It has a strong 
private sector orientation, which facilitates easy 
access and encourages ongoing innovation. 
Highly trained specialists are readily available  
in most regions of the United States.
Then there’s the bad news: we have a terribly 
inefficient and costly system. Preventable illness 
makes up approximately 80 percent of illness, 
accumulates 90 percent of all health care costs, 
and accounts for eight of the nine leading 
categories of death. The U.S. spends more on 
health care than any other industrialized nation, 
and yet its citizens are not the healthiest.
When it comes to health care, the problems are many and the answers 
unclear. But restoring shalom should be our highest priority.
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Restoring Shalom
As a result of the Fall, “the whole creation  
has been groaning as in the pains of childbirth  
right up to the present time” (Rom. 8:22).  
The sickness of creation is evident, not only  
by the ultimate toll of death but also by daily 
suffering and disease. For humanity, shalom  
has been lost.
The Hebrew word “shalom” describes the 
essence of health as wholeness, completeness, 
and well-being. Often used as a blessing or 
greeting, shalom implies both physical and 
spiritual aspects. In his book The Hebrew-Greek 
Key Study Bible, Dr. Spiros Zodhiates described 
it as “a harmonious state of soul and mind, both 
externally and internally.” The full embodiment 
of biblical shalom is perhaps best summed up  
in Isaiah 26:3: “The steadfast of mind You will 
keep in perfect peace [shalom], because he 
trusts in You.”
More than physical health — though that  
is indeed included in the concept — shalom 
cannot be accomplished by men, for it is a gift 
from God. John Wilkinson, in his book The 
Bible and Healing, points out, “True shalom or 
well-being comes from God. … In God alone 
can we know the wholeness of our being and 
the rightness of our relationships which make 
up what the Old Testament means by health.”
In its essence, shalom is the restoration  
of bodily and spiritual integrity in the face of 
suffering brought on by the Fall. Because of  
His compassion and love for humanity, God 
sent His Son to make us whole once again.  
The fullest expression of shalom comes from 
the blessing and promise expressed by the Lord 
Jesus: “Peace I leave with you; My peace I give 
to you. I do not give to you as the world gives” 
(John 14:27). In this regard, the title “Great 
Physician” seems inadequate, for He does so 
much more than bring physical healing to  
the world: He is the Prince of Shalom.
With this understanding of biblical health, 
the role of the healer is to help reverse the 
effects of the Fall and to imitate God in 
restoring shalom. This idea has found its  
way into secular health concepts as well. For 
example, Article 25 of the United Nations 
Universal Declaration of Human Rights states, 
“Everyone has the right to a standard of living 
adequate for the health and well-being of 
himself and of his family.”
Increasing Access
Yet, everyone does not participate in this right. 
A considerable portion of the U.S. population 
simply does not have access to health care. 
Despite expenditures in excess of $1 trillion,  
the number of those without health insurance 
continues to increase, reaching to as much as 16 
percent of our population. If the underinsured 
are added to this, the number of Americans 
with inadequate health insurance rises to as 
much as 25 percent.
The lack of social justice in health care 
should concern us. In Isaiah 58, the Lord  
directs the prophet to rebuke the religious 
pretensions of the Hebrew people. They were 
whining because God would not answer their 
prayers (v. 3): “Why have we fasted … and  
You have not seen it? Why have we humbled 
ourselves, and You have not noticed?” The 
answer was simple. They had neglected the 
needy in their midst: the poor, the oppressed, 
and the hungry (vv. 6–7). As a result, God  
was not interested in their empty rituals. Only 
when they dealt properly with the less fortunate 
among them would God say, “Then you will 
call, and the Lord will answer; you will cry  
for help, and He will say: Here am I” (v. 9).
The 
Missing 
Peace
by Dennis M. Sullivan, M.D.
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Given this scriptural example, providing 
adequate health care for our citizens is 
consistent with our duty to show compassion 
and mercy to those who suffer. If we callously 
make no provision for the poor and needy, our 
prayers may be hindered, just as in the case of 
the Israelites. Therefore, inequality of access 
takes its rightful place as one of the major 
ethical issues in the health care reform debate.
Controlling Costs
Another problem is cost, which several factors 
contribute to. As the baby-boomer generation 
hits retirement age, this large population 
demographic is straining the system. Fear  
and public expectations fuel an increased desire  
for CAT scans and other high-tech tests. 
Tobacco and alcohol abuse are rampant. We 
have a nationwide epidemic of obesity. Our 
litigation-prone society means the malpractice 
crisis has driven up health care premiums,  
with a tendency toward “defensive medicine.” 
And the current economic recession and high 
unemployment rate only add to the problem.
Why is this all so hard to fix? As an 
employment-based system, health insurance 
“belongs” to the employer, not to the worker. 
Employees cannot shop for the best plan,  
which reduces competition among insurers. 
This also means employees cannot carry their 
health insurance to other states and to other 
companies. When they try to get fresh coverage 
elsewhere, they may be turned down because  
of pre-existing conditions.
These ethical concerns are deep-seated 
failures of our current health care system.  
The political solutions will be complex, and  
the answers will require compromise and  
some sacrifice, especially as we remember  
the principles of Isaiah 58.
Along the way, our Christian commitments 
demand we reject any health care plan that 
funds abortion, encourages assisted suicide,  
or mandates the premature withdrawal of life-
sustaining treatments. We should reject health 
care rationing, which would discriminate 
against the disadvantaged. And we cannot 
remove conscience protections for health care 
professionals, which give them the right not to 
participate in morally objectionable procedures.
How does the new legislation address these 
issues? The full impact may not be known for 
many years. However, it seems fair to report 
that the bill deals primarily with access, namely 
by providing an additional 32 million Americans 
with health insurance. It does little to reduce 
health care costs. How it will fare in terms of 
abortion coverage and protection of conscience 
rights is yet unclear.
As Christians, we should intentionally and 
knowledgeably get involved in the health care 
debate. Our political representatives need us to 
remind them of their duty to all citizens. And 
they need to remember the primary purpose  
of health care — to help restore shalom. 
Dr. Dennis Sullivan serves as professor  
of biology at Cedarville University and 
director of the University’s Center for 
Bioethics (www.cedarville.edu/bioethics). 
He received his B.S. from Youngstown 
State University, his M.D. from Case 
Western Reserve University, and his M.A. 
in bioethics from Trinity International 
University. A member of the American 
Medical Association, the Christian Medical Association, and 
the Center for Bioethics and Human Dignity, he has been 
honored as a Diplomate by the American Board of Surgery 
and as a Fellow by the American College of Surgeons. He has 
been at Cedarville since 1996.
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Health Care 
Reform:  
An Insider’s 
Perspective
by Stephanie Carlton
A Cedarville graduate working in Washington, D.C., provides 
an inside perspective on the new legislation.
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What problems with our health care 
system did Congress seek to resolve?
There was genuine agreement among 
Republicans and Democrats that the health care 
system needed reform. America leads the world 
in medical innovation and provider excellence, 
but the system costs about 50 percent more 
than that of most other industrialized nations. 
Health insurance premiums have more than 
doubled over the last decade, the Medicare 
program is running out of money, the Medicaid 
program is plagued with poor access and fraud, 
and millions of Americans lack health insurance.
What are the most significant changes?
The new law adds 32 million people to the 
current health care system, but it does not 
fundamentally change the way health care is 
reimbursed or delivered. Consequently, the 
system will still face unsustainable costs, and 
there will be new quality of care implications.
The core elements of the bill all focus on 
increasing health care coverage. Specifically, it 
substantially reforms insurance laws, including 
requirements that health insurers cover every 
American, regardless of health status or a  
pre-existing condition. To reduce the incentive 
for individuals to wait until they get sick to get 
insured, Americans will be required to buy 
government-approved coverage and include 
compliance information on their tax returns.
Massachusetts enacted the prototype for the 
new national law in 2006, and much can be 
learned from its experience. While the state 
covers 97 percent of its citizens, those citizens 
often have trouble finding a primary care doctor 
and frequently end up in the emergency room 
for routine care. Massachusetts expanded 
coverage before solving the cost problem. 
Consequently, its costs have risen between 21 
and 46 percent faster than the national average.
What aspects of the legislation were the 
most controversial?
Many opposed the bill because it did little to 
lower the actual costs of health care. The law 
includes a few provisions to address costs such 
as a new tax on health care benefits, payment 
reform demonstrations in Medicare, the 
Payment Advisory Board, and new research  
on comparative effectiveness of medical 
treatments. However, the evidence indicates 
that these reforms barely scratch the surface of 
unsustainable systematic costs. Estimates from 
the nonpartisan Congressional Budget Office 
show that small businesses will face the same 
unsustainable premium increases and that 
individuals purchasing coverage on their own 
will see their premiums increase by 10 to  
13 percent. An estimate from the Obama 
Administration’s chief actuary found that the 
nation will actually spend $311 billion more  
on health care as a result of the new law.
The new federal and state spending required 
by the bill was another significant point of 
contention. In order to expand coverage, the 
Stephanie Carlton, a 2002 graduate of Cedarville 
University, serves as the health policy advisor to Sen.  
John Cornyn (R-Texas), a member of the Senate Finance 
Committee and Republican leadership. The Finance 
Committee is the key Senate committee on health care  
with jurisdiction over Medicare, Medicaid, and tax policy. 
Through the lens of her direct involvement in Washington, 
she answers questions about the new health care legislation.
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new law spends $2.6 trillion in just the first 10 
years. Republicans opposed the new spending 
citing the unprecedented $1.4 trillion federal 
budget deficits; the $12 trillion national debt, 
which is already threatening the nation’s credit 
rating; and the inability of the government  
to afford its existing health care programs, 
Medicare and Medicaid. Republicans were also 
concerned about the requirement that cash-
strapped states spend additional money on their 
Medicaid programs, which will cost the state of 
Texas, for example, an additional $27 billion.
The offsets in the new law, nearly $500 
billion in cuts to the Medicare program and 
more than $500 billion in tax increases, were 
also contentious. The Medicare Trustees estimate 
Washington has promised $38 trillion in benefits 
that it does not have the resources to pay for; 
and rather than creating a new entitlement, 
Republicans wanted savings from Medicare to 
be used to extend Medicare’s solvency. Many 
were also concerned about raising taxes, 
especially during tough economic times.
Finally, many opposed the new law because 
of its mandate on employers to provide health 
care. While well-intended, this will ultimately 
hurt the very employees it is designed to help. 
There is near universal agreement among 
economists, including President Obama’s 
budget director, Peter Orszag, that forcing 
employers to provide health benefits will  
result in lower wages and job loss.
How will reform affect those who already 
have health insurance?
The new law includes regulations on employer-
provided health benefits and those offered in 
the individual market. While these regulations 
generally protect individuals with pre-existing 
conditions and require a richer benefit package, 
they also drive up the costs of health benefits. 
The Congressional Budget Office has stated  
that the $60 billion new health insurance tax, 
the $20 billion new medical device tax, and  
the new prescription drug tax will all be passed 
on to consumers in the form of higher prices.
Beginning in 2018, there will also be a new 
health benefits tax of 40 percent on “Cadillac” 
health plans costing more than $10,200 for 
individuals and $27,500 for families. This will 
directly affect those who already have coverage 
and substantially increase taxes on those 
making less than $250,000 a year.
How will reform affect those who don’t 
have health insurance?
The bill expands subsidies for those making  
up to 400 percent of the federal poverty level 
(FPL), which is about $88,000 a year for a 
family of four. Depending on income, 
Americans will either be eligible for Medicaid 
(up to 133 percent of FPL) or be eligible for  
new tax credits with which to purchase private 
insurance (133 to 400 percent of FPL). Half  
of the newly insured (16 of 32 million) will  
be covered by Medicaid, which is plagued  
with restricted access to care. Finally, the  
bill contains nearly $10 billion to expand 
community health centers as additional  
service access points.
Individuals without access to employer-
sponsored health benefits will be able to 
purchase coverage through new state-based 
insurance exchanges modeled after Expedia or 
Travelocity used in the travel industry. There 
will be four available benefit arrangements — 
platinum, gold, silver, and bronze — all of 
which must offer a standard benefit package.
How will reform affect small businesses?
Many small businesses have expressed concerns 
about the new law’s higher costs, increased 
paperwork burden, and regulatory uncertainty.
Small businesses with fewer than 25 
employees and with average annual wages of 
less than $50,000 will be eligible for small-
business tax credits. While the credit will cover 
35 to 50 percent of the costs of expenses, the 
Congressional Budget Office indicates that  
only 12 percent of small businesses will benefit 
from the new credit.
Small businesses with more than 50 
employees will be subject to the employer 
mandate and penalized $2,000 per employee  
for non-compliance. Small-business employees 
will be subject to the individual mandate and 
10	 TORCH	|	Spring–Summer	2010
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face fines equal to 2.5 percent of household 
income or $695, whichever is greater.
Small businesses will be hit especially hard 
by some of the new taxes. For example, large 
self-insured companies are exempt from the 
new health insurance tax, so the vast majority 
of the $60 billion tax will fall on the health plans 
purchased by small businesses. Also, the higher 
Medicare payroll taxes will likely hit businesses 
employing between 20 and 200 workers, or one- 
quarter of the American workforce. Finally, 
economists believe the bill’s new 3.8 percent tax 
on investment income will lead to dramatically 
higher marginal tax rates and less capital for 
businesses, which harms job creation.
What immediate changes will we notice?
The new coverage provisions do not begin until 
2014, but a few provisions will take effect 
immediately. These reforms include a new high-
risk pool program to help provide coverage for 
individuals with pre-existing conditions, a $250 
subsidy for seniors with high prescription drug 
costs, the small-business tax credit, the mandate 
that insurance companies cover young adults  
up to age 26 on their parents’ policies, the 
prohibition of insurance discrimination based 
on salary or gender, and the elimination of 
lifetime limits on coverage.
In addition to these benefits, many of  
the new taxes and Medicare program cuts  
take effect long before the major spending 
begins in 2014. For example, seniors enrolled  
in Medicare Advantage (the private plan 
alternative to traditional Medicare) will start 
seeing benefit cuts in 2011. Since the final 
legislation did not include a “fix” to the way  
the Medicare program reimburses physicians, 
which would have cost an additional $208 
billion, all physicians serving Medicare patients 
will face a 21 percent reimbursement cut.
What changes will occur in the long term?
In 2014, all states will be required to expand 
their Medicaid programs to all individuals 
making up to 133 percent of the FPL. That  
same year, the new subsidies will begin for  
the purchase of private health insurance. In 
2018, the new 40 percent tax on “Cadillac” 
health plans will take effect. And by 2019,  
the Congressional Budget Office estimates  
that 94 percent of Americans will have  
health insurance.
Does the legislation protect the moral 
rights of health care professionals?
The final law did not contain comprehensive 
legislative safeguards to fully protect health  
care providers who choose not to provide 
certain procedures on moral grounds. Without 
these safeguards, a physician who refuses to 
perform abortions, for example, could be 
discriminated against.
Is additional legislation anticipated?
The dire federal budget situation will require 
action in the years to come. Since the spending 
on new subsidies does not begin until 2014,  
it is possible the new spending will be scaled 
back as part of a broader effort to balance the 
federal budget. The reality is that the nation 
simply cannot continue on Washington’s 
current spending path. The new law also did 
not address Medicare solvency since the 
program savings from the $500 billion in cuts 
were used to create new spending obligations. 
The program’s impending bankruptcy date  
of 2016 will require Congressional action in 
order to secure seniors’ health benefits.
Unlike previous reform attempts, what 
made this one successful?
The 2008 presidential election placed a 
Democrat in the White House and gave 
Democrats control of both chambers of 
Congress, including a supermajority in the 
Senate. Seeking to avoid the 1993–94 fiasco  
of the Clinton proposal, the Obama White 
House encouraged Congress to write its own 
health care bill, though this took more than  
a year. Agreement among Democrats finally 
came after deals with special interest groups, 
such as the pharmaceutical industry, and favors 
for specific lawmakers, such as the Cornhusker 
Kickback and the Louisiana Purchase. After  
the election of Sen. Scott Brown from 
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Massachusetts, Democratic Congressional 
leaders used a procedural tactic called 
reconciliation to push the legislation across  
the finish line.
While passing the bill was a historic 
legislative accomplishment, history will judge 
the law’s long-term success. National polling 
indicates that the majority of Americans  
oppose both the reform law and the methods 
Democrats used to pass it. Many factors 
contributed to the public’s frustration with 
Washington. Instead of broadcasting 
negotiations on C-SPAN as candidate Barack 
Obama promised voters in 2008, attempts at 
health care reform began with deals cut with 
lobbyists and then months of closed-door 
negotiation to get the necessary votes. The law 
has a staggering $2.6 trillion price tag — on  
top of record-level Washington spending —  
and actuaries estimate the new law will raise 
insurance premiums and increase what the 
nation spends on health care. As budget deficits 
worsen and tough budget decisions must be 
made, the debate over health care reform is  
far from over. 
Stephanie Carlton worked with senators and their aides  
to write legislation for both the economic stimulus package  
of 2009 and this year’s health care reform law.
We’re looking for universal donors!
Is giving in your blood?
These students will graduate ready to provide holistic 
health care because their University invests in holistic 
education. Cedarville Fund gifts touch every area of our 
students’ education — academics, student life, Christian 
ministries, scholarships, and more. 
Your gift to Cedarville could change a student’s life. Make 
your donation today at www.cedarville.edu/giving.
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Health care reform has been a century-long theme of Democratic politics in America. In 1944, Franklin Roosevelt 
put forward an economic bill of rights, which 
included a right to adequate medical care. Just  
a year later, President Harry Truman proposed 
a national health insurance administered by  
the federal government. In 1965, Lyndon 
Johnson signed into law the Medicare and 
Medicaid programs.
Nearly 45 years later, President Barack 
Obama signed into law the next significant 
legislative step toward a government-sponsored 
health insurance program. Moments later, 
Florida’s Attorney General, Bill McCollum, 
announced his plans to challenge in federal 
Through the Eyes 
of the Constitution
by Mark Caleb Smith, Ph.D.
Amid questions of federal power and states’ rights, many wonder whether 
the health care legislation upholds or opposes the Founders’ design.
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court the constitutionality of the new law. As  
of this writing, 20 states have announced their 
support of Florida’s suit. These actions — and 
the bill that provoked them — naturally raise 
several questions.
Why are some states challenging the 
health care reform?
While the new law does many things, one 
particular element has irked states from 
Washington to Florida. Eventually, all 
Americans must purchase health insurance, 
either through their employer or independently. 
If citizens do not have health coverage, they  
will be fined. The legal question is whether  
or not Congress has the power, according to  
the U.S. Constitution, to require Americans  
to purchase anything, especially health 
coverage. Traditionally, states, and not the 
federal government, have had the power and 
responsibility to protect their citizens’ health 
and safety. This is why states can require 
motorists to purchase auto insurance — to 
protect all drivers from costs associated with 
accidents involving uninsured drivers. The 
argument against the law, then, is that it steps 
into a legal area that belongs to the states. In 
essence, it undermines the intentions and 
boundaries of the Constitution.
The Constitution was structured to limit the 
powers of the federal government and to put the 
primary burdens of regulation and protection  
on the states. The framers of the Constitution 
did this intentionally so that the government 
most involved in our lives would be close to  
us and more accountable and responsive. They 
separated state and national power so that our 
liberty would be more fully protected.
Does Congress have the power to 
mandate health insurance?
Supporters of the legislation have provided 
three responses to this question. First, the 
Constitution does give Congress the power to 
regulate interstate commerce. Since the health 
care industry is national in scope and is already 
regulated by federal laws, they believe it is but a 
short step to require all Americans to purchase 
health insurance. There is no dispute that the 
health care industry can be regulated under the 
interstate commerce clause, but this still does 
not address the issue of whether Congress can, 
by the force of law, require a very particular 
kind of participation in that industry. To give 
Congress the power to do so would, in effect, 
allow Congress to coerce citizens into a 
commercial transaction so as to then regulate 
them under the new health care law. We, as a 
society, have not previously granted the federal 
government this kind of power over personal 
financial decisions.
Second, supporters of the law believe  
the Supremacy Clause in Article VI of the 
Constitution means states must accept federal 
laws; any opposition to the law is, in a way, 
unconstitutional. They are correct in their 
understanding of the clause, but only if the 
federal government is operating in its proper 
authority. If the Supreme Court decides the 
government has overstepped its constitutional 
role, the Supremacy Clause becomes irrelevant.
Third, the preamble to the U.S. Constitution 
contains language about the “general welfare”  
of all Americans. Some supporters argue that 
health care coverage provides for the basic 
needs of all Americans and will certainly benefit 
their general welfare. The problem with this is 
that the preamble is a ceremonial statement  
of purpose and was never meant to define or 
expand the power of Congress. If the preamble 
allows Congress to pass whatever laws it deems 
necessary to contribute to our “general welfare,” 
the only limitation on its power would be 
Congress’s own imaginary definition of “general 
welfare.” If the Constitution’s authors intended 
this, then why would they spend so much time 
and energy outlining, sometimes in painful 
detail, the things Congress can and cannot  
do in other parts of the document?
What will the Supreme Court do?
There are not many legal precedents to this  
case because of the unique nature of the health 
coverage mandate. The Supreme Court has 
generally allowed Congress great latitude to 
regulate interstate commerce in America,  
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which suggests the Court will uphold the  
health care reforms. The Court has allowed the 
government to limit how much grain farmers 
can grow (Wickard v. Filburn), determined that 
businesses that purchase only a fraction of their 
goods from out of state are subject to federal 
regulation under the interstate commerce clause 
(Daniel v. Paul), and has allowed states (but  
not the federal government) to mandate 
vaccinations (Jacobson v. Massachusetts).
On the other hand, in U.S. v. Lopez, the 
Court ruled that Congress did overstep its 
boundaries when it used the interstate 
commerce clause to ban handgun possession  
in and around schools. The Court found  
that regulating handgun possession was too  
far removed from interstate commerce for 
Congress to make it illegal. Also, the Supreme 
Court has previously struck down large 
portions of major legislation (like the National 
Industrial Recovery Act of 1933 and the 
Bipartisan Campaign Reform Act of 2002), 
suggesting the Court could strike down at  
least parts of the health care reform law.
What the Court actually does may depend 
on which direction Justice Anthony Kennedy 
leans, since he is a common swing vote. He 
sided with the majority in the Lopez case,  
which suggests he might be sympathetic to 
states’ concerns with the law. But veteran 
Court-watchers know better than to assume 
Kennedy will be consistent in his handling  
of the two cases.
There is no question the recent health  
care reforms are historic and might redefine 
citizens’ relationship to government. Since  
the Constitution defines that bond, the Supreme 
Court must weigh the law’s fidelity to our 
founding document. Some critics have argued 
that if the Court nullifies portions of the  
law, it will merely reveal a Court drunk with  
the power of judicial activism, replacing  
the will of the people with its own policy 
preferences. Nothing could be further from  
the truth. The Court must ponder this law 
through the eyes of the Constitution, and only 
then will it fulfill its obligation to our scheme  
of government. 
Dr. Mark Caleb Smith is assistant 
professor of political science at Cedarville 
University and the director of the 
University’s Center for Political Studies 
(www.cedarville.edu/cps). He holds 
degrees from Bryan College, Trinity 
Evangelical Divinity School, and the 
University of Georgia. A frequent 
commentator on religion and American 
politics, he has served at Cedarville since 2004.
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If we learn anything from the current 
health care controversy, it will be the force of 
public debate — its power to oppose radical 
shifts in the scope and power of government. 
Learning about the legislation and its influence 
on our nation is the first step in this process. 
This is why so many have invested so much 
time and effort in reading and digesting, as 
much as possible, the health care proposals.
Congress has now passed and the 
president has signed both the Senate version 
of the reform bill and the “fixes” from both 
Houses. Reform was supposed to make health 
care coverage affordable and available for  
all Americans. But when affordability comes 
at the cost of more than a trillion dollars,  
by some estimates, we are headed for some 
serious problems. And when increased 
availability is made impossible for many 
citizens because of those huge costs, we have 
equal trouble.
Adding Up the Receipts
Medical research and innovation have 
transformed the quality of patient care. Few 
would disagree that the United States offers 
the best quality health care in the world. But 
you can’t have quality service for nothing. 
Better care inevitably means higher prices.
But the government, too, is responsible for 
raising the cost of health care. For example, 
states can limit the number of providers who 
sell insurance in their state. In some states, that 
number is one. Less competition means higher 
prices. Also, medical care is heavily regulated, 
incurring costs but providing minimal  
benefit. Finally, Medicare and Medicaid are 
administered by huge, costly bureaucracies.
Counting the Cost
by Marc A. Clauson, Ph.D.
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Insurance itself, especially Medicare and 
Medicaid, causes prices to balloon. If a private 
insurer or the government allows a maximum 
charge for a medical procedure, for example, 
the health care provider will charge that 
much, even if the procedure actually costs 
less. If the government allows less than the 
actual cost, quality or quantity may suffer.
Moreover, the lawsuit “boom” in America 
allows individuals to “hit the jackpot” with a 
sympathetic jury even without a demonstrable 
link between provision and injury. Liability  
is a huge cost of medical care — in direct 
payouts in lawsuits, in extra precautionary 
tests and procedures, and in insurance for 
hospitals, doctors, and medical providers.
Another cost arises from the medical 
industry’s over-professionalization, mostly 
mandated by the government. Nurses cannot 
“practice medicine” because they aren’t 
doctors. In some places, midwives cannot 
deliver babies for the same reason. In this 
case, the profession itself limits competition, 
which increases consumer cost.
Finally, insurance plans are provided by 
employers, not purchased directly from the 
insurer. Consumers can’t shop around for  
the best deal or purchase benefits a la carte. 
Some “bundled” services are mandated by  
the government and may be useless to the 
purchaser. A worker in her mid-50s, for 
example, does not need maternity coverage,  
but she will have to pay for it as part of her 
insurance package.
Paying the Price
Under the new law, we cannot yet say if health 
care costs would increase or by how much — 
but they almost certainly will not go down.
The bill adds several new taxes — at least 
11. The bill also adds significant bureaucracy 
by way of several new agencies to monitor  
and enforce regulations — about 118 new 
boards and commissions. The new bill calls 
for a mandated minimum level of coverage. 
Thousands of uninsured will incur costs they 
are not now paying — and without any 
compensation. The mandate is accompanied 
by penalties for failure to purchase insurance 
and a set minimum of health care services 
regardless of whether someone wants them.
If the minimum coverage mandated by  
the law is too costly for businesses, many will 
simply drop all health coverage for employees 
and pay the much lower penalty. This may 
well drive individuals to the government plan, 
which will then be faced with astronomical 
new costs — leading either to higher taxes  
or more borrowing, or rationing.
And what is the cost to individual liberty? 
Will limited resources lead to health care 
rationing? Will government agencies dictate 
what procedures are necessary? Will quality  
of care diminish in a sea of red tape? Will  
we risk losing top physicians to better offers 
abroad? The answer to all of these questions 
is, “We don’t know yet!” One reason for this 
uncertainty is that the legislation is so long 
and convoluted that no one can fully 
understand it at this point.
Taking the Next Steps
The process will not be easy, but we must  
do all we can to stay informed about the 
nuances of the legislation. The documents 
themselves are unwieldy, and you will hear 
many conflicting reports from media outlets. 
Consult resources you trust for commentary. 
More than that, read the legislation itself or  
at least a reliable summary of it. Also, pay 
attention to the voting history of your state 
and local officials. The bill deeply affects  
our health care, our economy, and our civil 
liberties. One way or another, we will all  
pay for health care in America. 
Dr. Marc Clauson serves as professor  
of history and law at Cedarville 
University. He earned his B.S. and M.A. 
from Marshall University, J.D. from 
West Virginia University, M.A. and 
M.Th. from Liberty University, and 
Ph.D. from the Universiteit van die 
Vrystaat in Bloemfontein, South Africa. 
He has been at Cedarville since 2002.
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The aftermath included bricks thrown 
at windows, obscene messages, suspicious 
powder in mail envelopes, death threats 
mentioning snipers, a picture of gallows with 
one’s name on it, suggestions that one commit 
suicide, and proclamations that one’s family 
would rot in hell.
Such was the life of some policymakers 
after the passing of the new health care 
legislation. Obviously, it evoked strong 
reactions. It still does.
As Christians, what should our reaction 
be? How should we think about the new 
legislation? Specifically, how should we 
morally evaluate it?
Two preliminary points should be made. 
First, the legislation can be evaluated from the 
moral point of view. Indeed, anything can be. 
As the Reformation reminded us, there is no 
division between the “sacred” and “secular.” 
Dutch Reformed theologian Abraham Kuyper 
put it well: “There is not a square inch in the 
whole domain of our human existence over 
which Christ, who is Sovereign over all, does 
not cry: ‘Mine!’” Everything falls within the 
moral domain, including our new health  
care legislation.
Second, questions like, “Is it economically 
viable?”, “Is it politically expedient?”, and “Is it 
constitutional?” are different questions from 
“Is it moral?” It is that latter question we’re 
interested in if we’re morally evaluating the 
health care legislation.
As Christians, when we examine this 
legislation — or any legislation — we do so as 
followers of Jesus. There are two implications 
to this. First, we shouldn’t be concerned with 
whether we are personally satisfied with it. 
Marks on the Moral Map
by Shawn Graves, Ph.D.
Viewpoints
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Analyzing the health care legislation as Jesus-
followers may require that we set aside what 
personally satisfies us.
Second, we should be careful not to make 
our moral evaluations as followers of a political 
party or organization. Following Jesus may 
require that we get out of step with our favored 
political group.
Of course, evaluating the new legislation 
would be easier were Scripture to articulate a 
detailed health care policy designed specifically 
for our American situation. Unfortunately, 
rigorous and sustained biblical exegesis alone 
won’t yield any detailed policy conclusions 
about matters like health care savings accounts, 
personal versus employer-provided insurance, 
single-payer public systems, or private 
insurance plans.
But we aren’t in the dark about how Jesus 
would think about the legislation. Good, hard, 
prayerful thinking in addition to considerable 
communal reflection upon what Scripture does 
teach yields some principles we can use to 
morally evaluate the legislation. Here are just 
five such principles:
1.  Good health is a basic good for  
all people.
It’s good for people to experience good  
health. Typically, one’s chronic poor health 
compromises one’s capacity to flourish. 
Legislation that makes it unfeasible to attain  
or retain such a basic good requires extremely 
powerful justification. From my perspective,  
it’s difficult to see what qualifies as such a 
justification. Consequently, our moral 
evaluation of the health care legislation  
should reflect a commitment to providing 
suitable, affordable health care coverage to  
as many people as possible.
2.  God cares for the welfare of  
the vulnerable.
As Scripture indicates, a society’s treatment of 
the poor and the weak reveals that society’s 
commitment to biblical justice. Furthermore, 
our call to love our vulnerable neighbors is not 
dependent on whether they have acted 
responsibly. Take Jesus’ parable of the Good 
Samaritan. Suppose Jesus added that the man 
on the road to Jericho was behaving recklessly 
prior to being attacked. This addition would not 
change the clear instruction Jesus offers in that 
parable. It’s true that the man should not have 
been personally irresponsible; but it’s still true 
that the religious passersby should have stopped 
to be his neighbor. Or take the Levitical 
mandate of “Do not reap to the very edges  
of your field or gather the gleanings of your 
harvest. Leave them for the poor and alien” 
(Lev. 23:22). Presumably, this included the 
irresponsible poor and alien, too.
3.  Consistent pro-life advocacy  
is nonnegotiable.
There is considerable disagreement over the 
interpretive matter of whether the health care 
legislation bars federal funds from being used 
to cover elective abortions. Even pro-life  
groups disagree over this. However, as pro-life 
advocates, we should also note more than  
the legislation’s stance on abortion;  
we should consider that  
the number of abortions 
performed may be reduced 
given health care coverage  
for millions more women and 
children. Moreover, we should 
care about those in our nation who 
may die each year unnecessarily and the 
thousands more whose quality of life is 
compromised because they lack affordable 
health coverage.
4.  It doesn’t matter if nobody has a  
right to health care.
But it may still be true that we should provide it. 
Suppose that I have a shopping cart bursting 
with groceries. I’m heading to the checkout  
line. I’m in no hurry. I see an obviously weary 
woman struggling to manage her groceries as 
well as her toddler triplets. She’s clearly headed 
to the same line I am. She has no right to go 
ahead of me, and she’s not entitled to that spot. 
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But I should still yield to her, 
allowing her to go ahead. In 
short, the following is a 
bad argument: “They 
don’t have a right to ‘X,’ so 
we don’t have to provide ‘X’  
to them.” Certainly, additional 
premises are needed to make this 
argument a good one. Our moral evaluations  
of the health care legislation shouldn’t include 
this bad argument.
5.  Economic considerations matter,  
but are not decisive.
All else being equal, we should prefer health 
care legislation that is superior from an 
economic point of view to legislation that is not. 
Everyone agrees that the ideal legislation would 
be economically sustainable and personally 
affordable. But consider this: doing what is 
required morally may, regrettably, require going 
against economic considerations. For example, 
exploiting certain people groups for use as free 
or cheap labor may be economically ideal for  
a nation, but it is morally forbidden.
Pondering the Complexity
Although most agree that our citizens should, 
in general, experience good health, plenty of 
people disagree over what measures our society 
should take to provide access to health care.  
The issues here are indeed complex, and the 
rhetoric is incendiary. God help us as we 
prayerfully and humbly evaluate the new  
health care legislation together. 
Dr. Shawn Graves serves as assistant 
professor of philosophy at Cedarville 
University. He received his B.A. from 
Cedarville, M.A. from Ohio University, 
and M.A. and Ph.D. from the University 
of Rochester. He has been at Cedarville 
since 2007.
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The Call to 
Compassion
by Sharon K. Christman, Ph.D., RN, FAHA
With their unique platform for influence, nurses play  
a powerful role in upholding human dignity, promoting 
compassion, and proclaiming the Gospel.
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Whenever we’re faced with new legislation, our first reaction is  to ask, “How will this affect us,  
as individuals and as a nation?” In dealing  
with the recent health care reform bill 
specifically, the answer to that question may  
be different depending on whether you are  
a doctor, patient, small-business owner, or 
insurance agent.
As nurses with a large stake in the health 
care system, the faculty in the nursing 
department of Cedarville University watched 
the health care debate with great curiosity, 
interested to see how the legislation would 
influence our roles as nurses and educators. 
And since our responsibilities profoundly  
affect our patients and students, we knew the 
bill could have far-reaching implications.
In seeking to understand the legislation,  
we realized that, whatever happens, nurses — 
and Christian nurses in particular — still have  
a code of ethics to follow. Fortunately, the  
bill contains nothing that contradicts that  
code, meaning nurses maintain their moral 
obligation to provide compassionate care for 
each individual and to show respect for the 
inherent worth and dignity of every person.
Increased Influence
A nurse’s responsibility begins with the 
aforementioned code of ethics, considered  
the “standard of practice” for nurses nationwide. 
This code highlights the importance of the 
patient and stresses the nurse’s ethical and 
moral obligation to all people, regardless of 
their ability to pay for services. Additionally, 
nurses follow laws that are written and enforced 
at the state level. While they must pass a 
national standardized exam in order to receive  
a license to practice, the state government 
regulates licensure, the requirements to 
maintain licensure, and what activities 
constitute nursing scope of practice.
The health care bill in its current form  
will have very little effect on the way registered 
nurses are educated and practice nursing. In 
other words, the RN who works as a floor nurse, 
a flight nurse, in the emergency department,  
or in the operating room will not see any 
significant change to his or her practice.
On the other hand, advanced practice 
nurses, public health nurses, and school nurses 
may see some alterations in role expectations 
and reimbursement for services. The legislation 
proposes to increase federal reimbursement  
for midwives to 100 percent that of physicians 
by 2011. Additionally, the act proposes to 
increase state Medicaid reimbursement of 
primary care services provided by nurse 
practitioners to 100 percent that of Medicare  
by 2012. Other adjustments include reducing 
student-to-nurse ratios in public elementary 
and secondary schools, increasing federal 
funding for nurse-managed care centers, and 
offering reimbursement for health education 
provided by nurses. While none of these 
policies would change the scope of nursing 
practice, they do allow nurses to have greater 
access to patients through reimbursement  
of services.
In addition, the bill will directly affect U.S. 
nurses through the increase in funding for 
nursing education and loan repayment grants 
for nursing faculty. As a general rule, when 
access to health care increases, the demand  
for nurses and primary caregivers increases as 
well. Based on our previous health care system, 
the nursing shortage was projected to reach 
record numbers by 2025. Under the new bill, 
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this deficiency will only grow. At the same time, 
a shortage of faculty means nursing schools will 
struggle to graduate enough students to meet 
the demand. Funding for nursing education  
and nursing faculty loan repayment has been 
proposed in order to offset the current and 
projected nursing shortage. Furthermore, 
federal grant money will be set aside for the 
education and support of public health nurses 
who practice in under-served areas.
Ministry of Hope
There is significant controversy over the impact 
that the law could have on a woman’s access to 
elective abortion. While the legislation does  
not change nursing scope of practice, it does 
have implications for those who receive nursing 
care. The American Nurses Association defined 
nursing, in part, as “the alleviation of suffering 
through the diagnosis and treatment of human 
response.” So, while registered nurses may not 
diagnose a specific disease, we do intervene to 
help people have healthy responses to various 
emotional, spiritual, and physical conditions.
If the legislation leads to an increase in the 
number of elective abortions, then it would  
be logical to conclude that more women, men, 
children, and families will suffer the negative 
consequences of this action. In response, 
Christian nurses must be prepared to provide 
compassionate care to these individuals and 
point them to hope and restoration in Christ.
Doors of Opportunity
Needless to say, the face of health care in the 
United States is rapidly changing and will 
continue to do so. But in the midst of these 
changes, at least one thing will remain the  
same: Christian nurses will still have an open 
door to share the Gospel with their patients  
and families. Nothing in the legislation denies 
nurses their right to provide spiritual care,  
pray with their patients, offer abstinence 
education, or counsel against abortion. In 
addition, hospitals, clinics, and other health 
care agencies will not be required to provide 
abortions in order to qualify for federal money 
or reimbursement, nor will nurses have to 
participate in abortions in order to keep their 
jobs. We are still free to preach good news to the 
poor, proclaim freedom to the prisoners, and 
provide release for the oppressed (Luke 4:18).
Furthermore, the legislation offers money  
to educate more nurses and nursing faculty 
without excluding programs grounded in 
biblical truth. Women and men who are called 
to use nursing as a ministry for Christ still have 
the option of attending Christian institutions, 
like Cedarville University, to pursue their 
nursing education. And greater funding and 
reimbursement for nurse practitioners and 
nurse midwives means that our spheres of 
influence — as nurses and community leaders 
— can be broadened.
Regardless of the changes ahead, our 
mission as nurses will remain the same. With 
that in mind, let us continue to pray for “kings 
and all those in authority, that we may live 
peaceful and quiet lives in all godliness and 
holiness [as] this is good and pleases God  
our Savior” (1 Tim. 2:2–3). 
Dr. Sharon Christman serves as associate 
professor of nursing at Cedarville 
University. She received her B.S.N. from 
Cedarville and her M.S.N. and Ph.D. 
from The Ohio State University. She has 
been at Cedarville since 1997.
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It’s no surprise that health care professions comprise half of the top-30 fastest-growing career fields in the United States. In light of recent movements in Washington, health care workers are understandably curious as to how these 
changes could affect their professions.
As a pharmacist, I can’t help but interpret the legislation, in part, through the  
lens of pharmacy, analyzing the positive or negative influence it could have on the 
profession. I’m particularly interested in whether my profession will be able to continue 
its exciting development or be relegated to a more limited role within our health care 
More Than a 
Prescription
by Marc A. Sweeney, Pharm.D.
With the changes to our health care system come opportunities for pharmacists  
to bring professional innovation and cost-saving measures.
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system, given the potential for pharmacists  
to profoundly reduce costs and enhance  
patient health.
To understand the legislation’s impact  
on the pharmacy profession, we must begin 
with defining the role of the pharmacist. 
Traditionally, pharmacists have been viewed  
as professionals responsible for ensuring the 
accuracy of dispensed medication, dosage,  
and dosage form. In other words, pharmacists 
ensure that a patient receives the medication 
intended by the prescriber.
Achieving this function could be reasonably, 
even appropriately, replaced with technology. 
Existing robotics and computerized 
management systems certainly represent  
more cost-effective means than hiring highly 
trained professionals. Furthermore, by using 
these technologies in mail-order prescription 
processing models, patients can receive 
accurately dispensed medications at their 
homes in a convenient manner, which certainly 
eliminates hassle and apparent cost.
Unfortunately, some in the health care 
debate hold this narrow view of the pharmacy 
profession and fail to fully understand the 
implications of embracing this approach. 
Minimizing the role of pharmacists would  
lead to serious consequences.
The Scope of Knowledge
What exactly do pharmacists bring to the health 
care system? Based on increased educational 
requirements and cost-cutting innovation, 
health care workers and many others recognize 
the profound benefits of the pharmacy 
profession to our nation.
The required professional curriculum for 
colleges and schools of pharmacy now includes 
between two and four years of prepharmacy 
coursework followed by a minimum of four 
years of professional coursework leading to a 
Doctor of Pharmacy degree. Almost one-third 
of the professional curriculum involves off-
campus clinical training focused on evaluating 
and managing complex medication therapy 
regimens. In addition to learning in-depth 
information and application of medication 
therapy, students study patient assessment, 
pathophysiology, disease management, 
preventative medicine, health economics, 
methods to improve overall health, and the 
complexities of non-prescription medications. 
Many pursue postgraduate training in 
residencies and fellowships to improve their 
clinical skills or to specialize in areas like 
cardiology, oncology, pediatrics, or geriatrics.
Clearly, the scope of pharmacy training  
has expanded well beyond the accuracy of 
prescriptions to the appropriateness of 
prescriptions. The changes to pharmacy 
curricula over the past 100 years were not made 
without due cause. The profession has evolved 
to include both science and art of practice, 
which cannot be replaced by automation.
A Model for Savings
Research indicates that the expanding roles of 
pharmacists can reduce the cost of health care. 
When speaking at the American Medical 
Association’s annual conference in June 2009, 
President Obama discussed the need to pursue 
excellent health care practice models and 
highlighted pharmacists as major resources to 
reduce costs. As an example, he cited the 
Asheville Project in North Carolina, where 
pharmacists were empowered to provide 
Medication Therapy Management (MTM) 
services to patients. MTM involves the 
pharmacist working with both the patient and 
physician to monitor the effects of medication 
therapy and to recommend changes when they 
are needed. Between 1997 and 2001, direct 
medical costs in Asheville were reduced by 
$1,200–$1,800 per patient per year when 
compared to baseline costs. This model has 
been repeated in cities around the nation  
with similar results and is now considered  
a proven model. Proper medication use is  
the key to reducing hospitalizations, improving 
care, and reducing costs for treatment of 
chronic disease, which costs approximately  
$1.3 trillion annually in the U.S.
Inappropriate medication use costs an 
estimated $177 billion annually. There are more 
than 10,000 prescription medications and more 
With the changes to our health care system come opportunities for pharmacists  
to bring professional innovation and cost-saving measures.
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than 30,000 non-prescription medications 
currently on the market in the United States. 
Approximately two-thirds of the population 
receives at least one medication per year, and 
almost 40 percent of people receive four or 
more medications. Only about 50 percent of 
patients take their medications appropriately, 
and 96 percent fail to ask any questions about 
how to use their medications. At least 1.5 
million preventable adverse medication events 
occur in North America each year, at an 
estimated cost of $136 billion annually. The 
complexity of these events has increased with 
the rise of alternative therapies, as one out of 
every four people uses them incorrectly.
For every 10 people who take a prescription, 
one person will seek medical attention because 
of an undesired medication effect. A 1995 study 
demonstrated that $76 billion each year could 
be saved and 120,000 deaths prevented if 
pharmacists were used to a greater extent 
within the health care system. Given these 
statistics and projections, pharmacists may  
be one of the most significant contributors  
to resolving the national health care dilemma. 
Many citizens may not even recognize the 
advantages of having an easily accessible  
health care resource in their communities.
Will the national health care reform  
plan affect the need for pharmacists? The  
new legislation includes provision of MTM 
services to patients, creating an opportunity  
for pharmacists to play a greater role in patient 
care. Pharmacists could be reimbursed for  
their assessment and medication management 
of patients. Based on the past 20 years of 
research, the more pharmacists play an active 
role in a patient’s assessment of medication 
effectiveness, the more counseling and 
discussion will occur regarding medication use. 
In turn, patients will learn important strategies 
to improve health, leading to a reduction in 
health care costs and hospitalizations.
In the Asheville Project — where 
pharmacists were proactive in engaging 
patients — health care costs did not increase 
for an entire decade, something that is hard  
to imagine in our current system. The model 
demonstrated improved care, reduction of 
costs, and a more efficient use of resources.
A Platform for Service
As the field of pharmacy continues to expand, 
we will see a rise in the need for well-trained, 
forward-thinking pharmacists. To help meet 
this demand, Cedarville University launched  
its school of pharmacy in fall 2009 to prepare 
students to implement innovative health  
care models. In effect, our students will be 
equipped to play significant roles in reducing 
health care costs and improving patient care. 
This motivation on the part of our faculty  
and students stems from a desire to serve  
God in a way that changes the world. Rather 
than being driven by peer recognition, 
monetary rewards, or even professional 
satisfaction, our deep love for God compels  
us forward.
Four themes characterize the direction  
of Cedarville’s school of pharmacy. The first  
is Christ-centered service. Believing that every 
Christian is called to serve others as a reflection 
of Christ’s example and commission, the faculty 
encourage each student to view his or her role 
as an opportunity to touch lives, not just earn  
a paycheck.
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The second theme is patient safety. 
The financial and health effects of adverse 
medication events and misuse are well-
documented. By training the next generation  
of pharmacists, Cedarville promotes advances 
in this arena, helping both the profession as  
well as those served by the profession.
The third theme is personalized therapy. 
Pharmacogenomics — which is basing 
medication selection and/or dosing on the 
patient’s genetic metabolic make-up — enables 
health professionals to develop more precise 
treatment programs and allows Cedarville to 
equip pharmacists for maximum benefit while 
helping to address the rising cost of health care.
The fourth, informatics, reflects Cedarville’s 
extensive computer resources and reputation as 
a leader in technology integration. Pharmacy 
graduates will utilize some of the latest 
instructional and pharmacy tools in their 
education and be challenged to become 
technological innovators as they enter the 
pharmacy profession.
With potential changes to the health care 
system come increased opportunities for  
greater leadership and service within health 
professions. We need men and women of 
character who can tackle the challenges, 
embrace the opportunities, and serve their 
communities and neighbors with the love  
of Christ. We are confident that graduates  
from Cedarville’s school of pharmacy will  
be prepared to exemplify to their colleagues  
and their nation the level of engagement, 
service, and passion that could not only 
radically transform our health care system  
but also make an eternal difference in their 
patients’ lives. 
Dr. Marc Sweeney serves as dean of the 
school of pharmacy and professor of 
pharmacy practice at Cedarville 
University. He received a B.S. in 
pharmacy from Ohio Northern 
University, a Pharm.D. from The Ohio 
State University, and an M.Div. from 
Southwest Bible College and Seminary.  
He has served at Cedarville since 2008.
Guard Your Heart
by Pastor Bob Rohm, Vice President for Christian Ministries at Cedarville University
According to the Center for Disease Control and Prevention (CDC), heart 
disease is the leading cause of death for both men and women in the 
United States. In the U.S., someone has a heart attack every 34 seconds. 
Every minute someone dies from a heart-related event. In 2009, heart 
disease alone cost our country $304.6 billion. The CDC reports that the 
major heart disease factors are inactivity, obesity, high blood pressure, 
cigarette smoking, high cholesterol, and diabetes.
These are sobering facts. But there is a far more important heart 
issue that we should be concerned about. Proverbs 4:23 says, “Above all else, guard your heart, 
for it is the wellspring of life.” We cannot ignore this life-and-death prescription.
The writer of Proverbs 4 is not concerned with the fist-sized cardiac organ located in the 
cavity between our lungs. He is talking about our innermost being made up of our mind, will, and 
emotions. This is that part of us that makes up our character and our spiritual intimacy with God 
as members of His family. In addition, this is the place where we acknowledge and receive or 
reject the salvific call of God.
Romans 10:9–10 says, “If you confess with your mouth that Jesus is Lord and believe in 
your heart that God raised Him from the dead, you will be saved. For with the heart one believes 
and is justified, and with the mouth one confesses and is saved.”
A guarded heart is a redeemed heart. A guarded heart is a healthy heart — and a healthy 
heart is just what the doctor ordered!W
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Make the Most of the Opportunity
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An 
Unexpected 
Gift
by Nicole Russell
Cancer brings clarity to a Cedarville graduate —  
and gives him a new story to tell.
David Wenzel has had a good life. He and his sisters grew up in small-town 
Nebraska before making their way to Cedarville University. David’s big personality 
earned him a reputation as a class clown, and his leadership earned him student 
body president. After graduating in 2003 with a marketing degree, he soon found 
professional success when he co-founded Dot&Cross, a creative media company  
in Grand Rapids, Michigan. His wife, Amy, is a talented photographer and owns  
her own business. At 28, David is blond and lean and flashes a dimpled smile: he  
is the picture of health. “Things were going pretty well,” David said. “I didn’t have  
a specific need for God in my life.”
But that changed in June 2009 when doctors found a spidery tumor enveloping 
25 percent of David’s brain. They called it grade two oligoastrocytoma. Cancer.
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While attending a conference last summer, 
David experienced a grand mal seizure after 
bumping his head. It was then that doctors 
discovered the tumor, which they estimated 
had been growing in his head for up to 10 
years. “The tumor is not a lump you can 
surgically remove,” David explained. “It’s like 
chicken wire that’s infused itself in my brain.”
David’s cancer is rare, representing only 
four percent of brain tumors, and is usually 
not diagnosed until age 35. The prognosis 
appears grim: patients are given 10 years  
to live if they do both radiation and 
chemotherapy. Given the tumor’s type and 
location — wrapped around David’s speech 
centers — medical professionals at the Mayo 
Clinic suggested David begin the standard 
treatment to slow the tumor’s growth and, 
they hope, shrink it.
After the diagnosis, David and Amy  
began a season of intense prayer and research 
about what to do next. They consulted health 
care professionals, medical journals, cancer 
survivors, and relatives of cancer victims  
to learn everything they could about the 
diagnosis. They concluded that if conventional 
treatments provide a cure at all they do so 
only superficially and damage the body’s 
immune system.
The Wenzels came to the difficult, but 
ultimately peaceful, decision to forego the use 
of radiation and chemotherapy to treat David’s 
cancer. Through their own fervent prayers and 
the prayers of others, they believe God has 
given them the wisdom and courage to choose 
this path, although they realize it may not be 
right for everyone dealing with this disease.
A Fresh Focus
David’s treatment is metabolic medicine with 
a focus on eating differently. To ensure that 
his body detoxifies regularly, he spends time 
in a sauna he built in his home. He is also 
reducing stress in his life by working less and 
observing a weekly Sabbath.
His diet alone requires tremendous 
discipline, and he admits it is one of the most 
difficult aspects of this treatment. He 
consumes 80 percent alkaline and 20 percent 
acidic foods. Off-limit foods include 
processed flour and sugar, caffeine (save  
for green tea), gluten, salt, processed foods, 
and almost all dairy and animal products, 
although he allows himself wild-caught 
salmon and eggs on occasion. A typical 
breakfast might include live granola (raisins, 
buckwheat, cacao nibs, goji berries, almonds, 
and coconut flakes) topped with homemade 
almond milk; and for lunch, a plate of raw 
vegetables and a cup of Kombucha tea.
His new way of eating is necessarily 
extreme, but he says he never feels hungry.  
He lost 20 pounds when he began the diet  
and has maintained his weight ever since. 
Friends and family can attest to David’s  
love for food, especially Thai, but his recent 
lifestyle changes have completely altered his 
views on food. “There came a moment when  
I just couldn’t have a big bowl of pad thai,”  
he said. “That crutch was gone. I couldn’t  
use food to satiate what I needed in my life.  
I couldn’t rely on my previous ‘simple 
pleasures.’ I had to focus on God.”
A New Story
While David’s faith has been strengthened,  
it has also been tested. He is learning the 
balance between God’s sovereignty and his 
requests for healing. “The one thing I go  
back and forth on, even from a theological 
perspective, is how I should pray,” he said. 
“Do I pray for miraculous healing?” He 
believes Christians are called to pray for 
divine, miraculous healing, yet this is difficult, 
especially because it may not happen. And if it 
doesn’t, then he is faced with a “crisis of faith.” 
David is processing these questions through 
Bible study, prayer, and conversations with 
other believers. Ultimately, he is submitted to 
God’s sovereign plan. “Every day I have to 
focus myself,” he said. “No matter how it turns 
out, I pray God’s will for my life, not my own.”
David’s cancer has been a source of clarity 
in other areas of his life, namely his work in 
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media. “I’ve always known I should be a 
communicator, that I had a story to tell,” he 
said. “But I never really had a story I thought 
was worth telling. So I created a company that 
helps other people tell their stories. Now I 
realize this is my story.”
Like Abraham was asked to sacrifice his 
only son, David believes God is asking him  
how much he is willing to surrender. As David 
explained, “God said, ‘I’m putting your ability to 
speak on the altar; I want you to communicate, 
but I want you to communicate My story.’ It’s 
like God took this part of my brain and said, 
‘David, use it or lose it.’”
He is aware that his time may be limited, so 
he is giving his energies to what matters most. 
He has scaled back his work at Dot&Cross in 
order to focus on healing and to pursue God’s 
calling on his life. He blogs about his journey on 
“Jump David Jump” and has booked speaking 
engagements at community groups, churches, 
and schools. He recently shared his testimony  
in a chapel service at Cedarville University.
Since his initial diagnosis, David’s health  
has shown signs of improvement. He has not 
experienced the headaches he had after the 
seizure, and his November MRI revealed the 
tumor had not grown in five months. Doctors 
consider no new growth to be successful, 
though they are not giving credit to his 
alternative treatment — yet.
All things considered, it turns out David and 
Amy still have a good life. Although they 
understandably struggle with their new reality, 
this trial has brought them both to a place 
where they can embrace David’s cancer as a gift. 
“If this is what it takes for me to understand 
who God is and what He wants for my life,” 
David said, “then I will gladly accept it.” 
Learn more about David’s journey at his blog, “Jump David 
Jump,” at www.jumpdavidjump.com. For more information 
on Dot&Cross, visit www.andcross.com. David’s chapel 
message at Cedarville on January 8 is available on The Path 
at www.ThePath.fm/chapel.
Nicole Russell majored in English at Cedarville University 
and graduated in 2004. She has written for numerous 
publications, including Politico, Parents, Parenting, 
National Review Online, and The American Spectator. 
She juggles writing with being a wife and mother of two.
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Perspectives From The Path
®
Free clinics: the untold story of the health care 
reform discussion. Ohio has 41 of them, and many are 
faith-based. One such clinic is Compassionate Care (CC) 
of Shelby County. Executive Director Teresa Ditmer  
was convinced that if they built it, people would come. 
Opened with the support of a few local churches in 2007, 
CC began providing primary medical care to many of  
the county’s 4,500 uninsured citizens. And people have 
come — and continue to come. With only four full-time 
employees, CC now treats more than 1,000 patients a year.
The county’s 14.4 percent unemployment rate is 
almost three points higher than the state average of 11.8 
percent. CC has seen office visits increase by 30 percent 
the last two years, and 2010 is on track to exceed that rate. 
With limited staff and resources, CC has turned away 
hundreds of patients who live outside the county, referring 
them to free clinics in other cities. More than $2 million 
worth of prescription drugs have been dispensed through 
the CC pharmacy. Last year, the clinic began providing 
basic dental care for those without dental coverage.
The goal of CC is to catch those who have fallen 
through the cracks of the health care system. This is the 
body of Christ responding to the needs of the uninsured 
and the underinsured. This is dozens of doctors, dentists, 
and nurse practitioners donating hundreds of hours to 
provide office visits long after their professional colleagues 
have gone home to their families. This is going beyond  
the typical medical practice, not only giving patients the 
medications they cannot afford but also connecting them 
with social service networks, job placement services, and 
food banks.
This effort is decidedly Christian. Medical volunteers 
staff the center with a mission to be the hands and feet of 
Jesus. Volunteers are on hand to pray with patients, and 
those looking for more spiritual help are plugged in to 
area churches. CC is an example of Christians exercising 
their capacity to meet physical and spiritual needs by 
serving the wounded and suffering. One need not take 
sides on the health care debate to appreciate this kind  
of care and compassion exhibited by the body of Christ.
This editorial is presented by CDR Radio 
Network, The Path. Chad Bresson serves 
as Impact News director. A Cedarville 
University graduate, he is a self-
proclaimed news junkie and has been  
at the network since 1992. Bresson can 
be heard online at www.ThePath.fm.
The Hands and 
Feet of Jesus
by Chad Bresson
To hear the full interview 
with Teresa Ditmer, visit 
www.ThePath.fm/ditmer.
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Did You Know?
The Centennial Library has a library-career advancement 
program for students, including career orientations, on-campus 
library internships, and scholarships for graduate study in  
library science.
This resource list is brought to you by the staff of the  
Cedarville University Centennial Library. The Centennial  
Library serves the University community by providing print, 
media, and digital resources, as well as a wide range of 
information and instructional services. To learn more, visit  
www.cedarville.edu/library or e-mail library@cedarville.edu.
America’s Health Care Crisis Solved
J. Patrick Rooney and Dan Perrin 
(Wiley, 2008)
The Future of Medicine
Stephen C. Schimpff 
(Thomas Nelson, 2007)
The Great Risk Shift
Jacob S. Hacker 
(Oxford, 2006)
The Healing of America
T.R. Reid 
(Penguin, 2009)
Health Care for Us All
Earl L. Grinois and  
James W. Henderson 
(Cambridge, 2009)
Health Care Half-Truths
Arthur Garson 
(Rowman & Littlefield, 2007)
Health Care in America
Kant Patel and Mark E. Rushefsky 
(M.E. Sharpe, 2008)
The Health Care Mess
Julius B. Richmond and Rashi Fein 
(Harvard, 2005)
The Innovator’s Prescription 
Clayton M. Christensen 
(McGraw-Hill, 2009)
Navigating the Medical Maze
Steven L. Brown 
(Brazos, 2007)
Overtreated
Shannon Brownlee 
(Bloomsbury, 2007)
The Patient Will See You Now
Carey James Kriz 
(Rowman & Littlefield, 2008)
Rx for Health Care Reform
Ken Terry 
(Vanderbilt, 2007)
Sick
Jonathan Cohn 
(HarperCollins, 2007)
Stay Healthy, Live Longer,  
Spend Wisely
Davis Liu 
(Stetho, 2008)
Taming the Beloved Beast
Daniel Callahan 
(Princeton, 2009)
Too Much Medicine
Dennis Gottfried 
(Paragon House, 2008)
The Truth About Health Care
David Mechanic 
(Rutgers, 2006)
Who Killed Health Care?
Regina E. Herzlinger 
(McGraw-Hill, 2007)
Worried Sick
Nortin M. Hadler 
(University of North  
Carolina, 2008)
Books
Online Resources
ABC News: Health Care Reform 
www.abcnews.go.com/politics/healthcare
Congressional Budget Office 
www.cbo.gov/publications/collections/health.cfm
FactCheck.org 
www.factcheck.org
HealthReform.gov  
www.healthreform.gov
The Heritage Foundation: Heath Care 
www.heritage.org/issues/health-care
Kaiser Family Foundation: Summary of  
New Health Reform Law 
www.kff.org/healthreform/upload/8061.pdf
Write Your Representative 
writerep.house.gov/writerep
Digging Deeper
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Celebrating Student Research
Academic rigor, professional preparation,  
and hands-on opportunities are distinctive 
elements of a Cedarville University education. 
The Research and Scholarship Symposium, 
held on April 14, brought all of these 
priorities together in a stimulating day  
of scholarly discourse.
More than 120 students and 20 faculty 
members introduced audiences to their 
original research projects via oral and poster 
presentations. Dr. Marc Sweeney, dean of  
the school of pharmacy, was instrumental  
in forming the University’s new Research  
Task Force that organized the event.
Conducting quality research and 
subjecting it to peer review are integral 
elements of graduate programs and 
professional contexts. Events like the  
Research Symposium highlight Cedarville’s 
commitment to providing hands-on 
experience that prepares students to excel 
beyond the college environment.
“The Research Symposium was an 
excellent way for professors, students, and 
even the community to see the high level  
of research our undergraduate students  
are conducting,” said Adam Shank, a senior 
preseminary Bible major who presented his 
research at the event.
In bringing together students and faculty 
from all of the University’s academic schools, 
the event emphasized the holistic liberal arts 
education Cedarville offers. Not only do 
students take courses that extend beyond  
the scope of their majors, but they are also 
exposed to insightful research by peers and 
faculty from a broad array of disciplines.
“I am very impressed with the research 
facilities and projects that are available at 
Cedarville,” shared Dr. Elisha Injeti, director 
of research and development. “Our faculty 
have done an excellent job of integrating 
research into their curricula, which helped 
make this event a big success.”
The University plans to hold the 
symposium annually so as to further  
motivate students to conduct high-quality 
research, both independently and through 
their coursework.
www.cedarville.edu/academics
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Commencement 
Ceremony Honors Next 
Generation of Leaders
On May 1, more  
than 650 students 
walked across the 
graduation stage to 
receive their diplomas 
at Cedarville 
University’s 114th 
Commencement 
ceremony. More  
than 6,000 friends, 
family, and alumni attended the event.
The University was honored to have Dan T. 
Cathy, president and chief operating officer of 
Chick-fil-A, Inc., deliver the commencement 
address. Cathy’s goal is to see the company 
fulfill its corporate purpose: “To glorify God by 
being a faithful steward of all that is entrusted 
to us. To have a positive influence on all who 
come in contact with Chick-fil-A.”
In his address, Cathy “passed the baton of 
leadership” to the graduating class, indicating 
this generation’s role in engaging the world with 
the Gospel. He challenged them to keep their 
lives focused on serving God and others so as 
not to “drop the baton.” To symbolize this 
responsibility, each graduate received a relay 
rod as well as a diploma.
To honor Cathy’s example, Dr. Bill Brown 
presented him with the University’s Medal of 
Honor, the 12th time in Cedarville history for 
this medal to be awarded. “Dan’s life is marked 
by excellence, integrity, servant leadership, and 
a clear testimony for Jesus Christ,” said Brown.
During the ceremony, the class of 2010 
presented the University with a gift of $15,000 
toward the development of the Five Loaves 
Scholarship. Graduating seniors and their 
families contributed funds for this scholarship, 
which will be used to support students with 
financial needs.
Learning More  
Than Spanish
In January of this year, a group of Cedarville 
University students landed in Sevilla, Spain, to 
begin a semester-long adventure as part of the 
University’s Semester in Spain program.
Studying under Spanish professors and with 
Spanish-speaking peers, students attended the 
Universidad de Sevilla where they took classes 
in language, history, and literature. In addition 
to the challenging classroom environment, 
students developed linguistic fluency by living 
with a host family. They also served in local 
churches, traveled to other countries in Europe, 
and gained real-world experience through 
international internships.
This level of cultural immersion is what  
sets Cedarville’s program apart. Dr. Andrew 
Wiseman, associate professor of Spanish, 
designed the program to give students broad 
opportunities to develop skills and perspectives 
that would transcend their college experience. 
Through rigorous academics and constant 
interaction with the Spanish culture, students 
return with greater potential to excel 
professionally, linguistically, and spiritually.
“Communicating Christ cross-culturally is 
often complex and difficult, requiring a deeper 
understanding of the other’s world,” Wiseman 
shared. “Through programs like the Semester  
in Spain, Cedarville provides holistic education 
in which students develop the linguistic and 
cultural skills that help them engage the world 
for Christ with greater effectiveness.”
www.cedarville.edu/semesterinspain
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June
21–25 Criminal Justice Camp
21–25 Nursing Camp
21–25 Super Summer Camp
July
1–5  Midwest Chinese 
Christian Association 
Summer Retreat
5–9 Engineering Camp
5–9 Pharmacy Camp
5–9 Student Life Camp
12–18 Momentum
19–23 LIFT Camp
23 CU Friday
August
20–22  Getting Started 
Weekend
23–26 Fall Bible Conference
September
15  Critical Concern 
Series: Nigel Cameron
15–17  Health Care Ethics 
Conference
23  Integrating Piety  
and Scholarship 
Conference
25  Piano Pedagogy 
Seminar
In the Next Issue
Jesus’ statement in Matthew 26:11 that “the poor  
you will always have with you” may be a simple 
statement of fact. But for centuries we have struggled 
to understand its application. How should Christians 
respond to poverty? How do we balance grace, 
generosity, justice, and responsibility? What does  
“love your neighbor” really mean? Join us in the next 
issue of Torch (fall–winter) as we explore this topic 
from a biblical worldview and seek to understand 
Christ’s perspective on wealth and poverty, giving  
and receiving.
For additional campus events, 
visit www.cedarville.edu/events.
To find Cedarville events in your area, 
visit www.cedarville.edu/reps.
(All dates are subject to change.)
Let Us Hear From You!
Torch subscriptions are FREE in the 
United States and Canada.
Visit www.cedarville.edu/torch to:
• Request a free subscription
• Request a change of address
• Purchase additional copies*
• View past issues
• Cancel your subscription
• Provide feedback
• Share Torch with a friend
• Learn more about Cedarville
* Additional copies are available in  
blocks of 25, at $10 per block.
You may also contact us at:
Torch, Cedarville University
251 N. Main St.
Cedarville, OH 45314
torch@cedarville.edu
1-800-766-1115
A Torch 
subscription  
is free!
UPCOMING EVENTS
Here’s a sampling of what’s 
happening at Cedarville during  
the next few months.
Making Sense of Today’s Critical Issues From a Biblical Perspective
Examining Health Care
Spring-Summer 2010
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SEPTEMBER 15–17, 2010
To learn more about the conference, including details on cost and registration, visit 
www.cedarville.edu/bioethics2010
Protecting the Vulnerable in the 21st Century
KEYNOTE SPEAKERS
Joni Eareckson Tada
Nigel Cameron, Ph.D. 
Christopher Hook, M.D.
Join Cedarville University on September 15–17 for the 2010 Health Care Ethics 
Conference. An impressive assembly of leading experts in the field of bioethics will 
provide biblical perspectives on the critical issues shaping the church, our health 
care system, and the medical profession.
The conference will include presentations by keynote speakers as well as small-group 
discussions. Topics include: 
REPRODUCTIVE ETHICS, END-OF-LIFE ETHICS, GENETIC AND BIOTECHNOLOGY 
ETHICS, HEALTH CARE REFORM, AND MUCH MORE!
Continuing education credits will be available for health care and social work professionals.
Additional pre-conference sessions are available on September 15 free of charge to 
conference participants and the general public:
10 a.m. Gianna Jessen A pro-life advocate who survived an abortion attempt
7 p.m. Nigel Cameron President of the Institute on Biotechnology and Human Future
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